Purpose: To test the feasibility of Kids SIPsmartER, a school-based intervention to reduce consumption of sugar-sweetened beverages (SSBs).
is particularly prevalent. Regional data indicate that consumption rates among children are about 3 times the national average of 155 calories, or about 12 ounces/day, and far above the intake recommendations of less than 8 ounces/day. 1, [14] [15] [16] [17] [18] [19] Central Appalachia experiences high rates of poverty and chronic diseases, including the highest childhood obesity prevalence of any geographic, racial/ethnic, or income group. [20] [21] [22] [23] These disparities result, in part, from geographic isolation, lack of access to medical care, and a dearth of health promotion programs. 13, 20 Reducing SSB consumption among children and adolescents in this region could substantially reduce obesity rates and obesity-related comorbidities. Although promising studies have demonstrated effective interventions to reduce SSB consumption among children and adolescents, 2, 6, 8, 24 few interventions have been effectively adapted to highly rural contexts such as Appalachia, where resources for implementation are limited and unique cultural norms are pervasive. [25] [26] [27] A feasibility study can fill this gap by providing insight into an intervention's potential for success under various contexts, preparing researchers and community members for larger translational studies. 27, 28 
Feasibility Studies
Feasibility studies evaluate the degree to which an intervention is desired, acceptable, and has potential to work within specific contexts. Feasibility constructs include limited efficacy/effectiveness, acceptability, demand, practicality, implementation, and potential for integration. Limited effectiveness refers to the extent to which an intervention results in predicted trends in behavior changes. It is used when statistical power is limited or follow-up periods are short. Acceptability, demand, and practicality focus on how delivery agents (eg, teachers) and recipients (eg, students) respond to the intervention, whether they are likely to use it, and whether they can deliver it within the existing context. Implementation measures the extent to which a program can be successfully delivered with high fidelity in a defined, but not fully controlled, setting. Integration assesses the extent to which a program can be embedded within the existing infrastructure/ system of the intervention setting. 28, 29 
Purpose of the Current Study
This study was a randomized crossover study in 1 middle school to test the feasibility of Kids SIPsmartER, a 6-week intervention to reduce SSBs among middle schools students in Central Appalachia. Kids SIPsmartER was adapted from SIPsmartER, an effective theory-based intervention that reduced SSBs among Appalachian adults. 30, 31 Like SIPsmartER, Kids SIPsmartER theoretical framework combines theory of planned behavior (TPB) with health and media literacy and adds the novel concept of public health literacy. This article reports results from the first intervention period of this trial and aims to (1) evaluate limited effectiveness of the intervention to reduce SSB consumption and improve targeted theoretical constructs (TPB, media literacy, public health literacy) among students receiving the intervention both immediately following and 3 months after the intervention and (2) describe students' and teachers' perceptions of acceptability, demand, practicality, implementation, and future integration.
Methods

Design
The county selected for this study is a designated medically underserved area and ranks 132 of 133 in Virginia's 2015 County Health Rankings. 32, 33 The county reports similar disparities in graduation rates, unemployment rates, rates of children living in poverty, and quality-of-life outcomes as other Appalachian Virginia counties. 33 In this county, the research team collaborated with a local advisory board, whose goal was to improve oral health and obesity outcomes among local children by reducing access to and consumption of SSBs. The advisory board included representatives from the school nutrition services and school board. Prior to the present study, this board helped recruit 9 local middle schoolers for a formative study, during which program materials and assessment instruments were systematically assessed and adapted to ensure theoretical grounding and enhance age and cultural acceptability. 34 This included incorporating specific examples and scenarios (ie, marketing targeted to rural youth) and using local terminology (ie, "pop" compared to "soda"). Additionally, advisory board members recommended a local elementary/middle school for this feasibility study and helped the researchers build a relationship with the school principal. The principal, teachers, and research team worked collaboratively to execute recruitment, implementation, and evaluation. Additionally, the crossover design adhered to the principal's request that all students have the opportunity to benefit from the intervention.
During intervention period 1 (Fall 2015), 5 sixth-and seventh-grade classrooms were randomized to receive either Kids SIPsmartER or a matched-contact physical activity program. The classrooms received the other program during the second intervention period (Spring 2016; Figure 1 ). Data were collected prior to, immediately following, and 3 months after the first intervention period.
All sixth and seventh graders at the selected school completed the surveys and participated in the lessons as part of their regularly scheduled science class; however, only students whose parent/guardian provided consent were included in the analysis. By signing the consent form, parent/guardians also agreed to receive weekly phone calls during both intervention periods. Students were excluded from data analysis if they did not attend regular science class or had participated in the formative study (Figure 1 ). Of the 97 students, 91 (94%) were eligible and 77 (85%) returned consent forms. Of these, 74 (97%) attended regular science class and were present at baseline survey administration, and 63 (82.9%) were present for baseline height/weight collection. No students were nonEnglish speaking, and 1 student with special needs attended a separate class and did not receive the intervention. Three classrooms were randomized to receive Kids SIPsmartER (n ¼ 43) first and 2 classrooms (n ¼ 31) received the physical activity program first (Figure 1 ). Parents/guardians received a gift card for receiving the phone calls. All students, regardless of consent status, received a t-shirt. Students with parent consent who were randomly selected to participate in focus groups received a gift card. The Virginia Tech Institutional Review Board approved this study. Table 1 illustrates the Kids SIPsmartER curriculum that was adapted from SIPsmartER, an effective intervention for Appalachian adults and targeted TPB, health literacy, media literacy, and public health literacy constructs. 30, 31 The TPB posits that a person's intention to change his or her behavior is influenced by attitudes, control, and perception of norms. 35, 36 The TPB constructs related to dietary behaviors have been shown to be particularly dynamic among adolescents who are starting to make independent decisions yet are strongly influenced by peer Figure 1 . Randomized crossover study design, participation rate, and sample size for Kids SIPsmartER feasibility study for middle school students in the Appalachian region of Virginia, 2015 to 2016. and family norms. 37 Media literacy encourages obtaining, interpreting, and controlling the influence of media messages and has been strongly linked to health behaviors in adolescents. [38] [39] [40] [41] In fact, general media literacy is an important concept in Virginia's standards of learning for middle schools. 42 Public health literacy encourages youth to obtain, interpret, and act on information needed to make public health decisions that benefit a community. 43 Constructs, including conceptual foundations, critical skills, and orientation to civic responsibility, emphasize social determinants of health in communities and encourages youth to take part in eliminating them. 43 In combination, Kids SIPsmartER contextualizes individual behavior change within a whole school and community, thus simultaneously targeting individual-level behavior change and increasing awareness of social/environmental changes needed to reduce public health burden of SSBs.
Intervention
Trained researchers delivered 6 weekly 45-minute lessons during science classes, with assistance from the teachers. Lessons included a teach-back worksheet 44 to reinforce objectives from the previous lesson, a short didactic portion, an interactive application activity (ie, game or skit), and an at-home assignment. The materials were designed using clear communication techniques, and the delivery involved few resources. 44 Teachback worksheets consisted of 4 to 6 questions developed using lessons' theory-based learning objectives and were completed in small groups (lessons 2-5) or as individuals (lesson 6). At-home assignments for students included tracking SSB intake with a drink diary, observing the widespread availability of SSBs in the media and community, and practicing role modeling scenarios with family and friends. To encourage reinforcement of the lesson content at home, brief (*1 minute) phone calls were delivered to parents using the school's automatic call system.
The matched-contact physical activity intervention also consisted of 6 lessons that incorporated teach-back worksheets, activity diaries, at-home assignments, and parent phone calls. Students learned physical activity traits, benefits, and recommendations. They also discussed physical activity gimmicks and tried different physical activities in each class (ie, yoga or dancing).
Measures
Demographics. Self-reported age and gender information were collected at baseline ( Table 2) .
Body mass index percentile. Height and weight were collected by members of the research team in a private room, using a research-grade stadiometer and Tanita scale. Students were provided with their height and weight on request. Data were collected in duplicate, with shoes and outerwear off. Baseline body mass index (BMI) percentiles were calculated according to sex and age-specific Centers for Disease Control and Prevention growth charts. 45 Limited effectiveness. Paper-and-pencil surveys were administered during 1 class period at 4 time points (Figure 1 ). With the exception of public health literacy, all instruments were adapted from previously validated instruments in adolescents. [46] [47] [48] [49] [50] The questionnaires were written at an appropriate age and reading level and tested for age and cultural acceptability during the formative study. 34 SSB ounces. The SSB intake was assessed using the Beverage Intake Questionnaire-15, a 15-item frequency questionnaire which asks participants to recall, on average, how often they consumed various beverages in the last month and how much they consumed each time. 48, 49 Five items determined SSB intake: soda, energy/sports drinks, coffee with cream/sugar, sweet tea, and sweetened fruit juice. Data were converted into ounces and kilocalories (kcal) for analysis.
Psychosocial and literacy constructs. The SSB-specific TPB constructs (ie, "I plan to limit my sugary drinks to less than 1 cup a day"), 46 ,48 media literacy (ie, "Certain sugary drink brands are designed to appeal to people like me"), 50 and public health literacy (ie, "Sugary drinks are a problem for my community") were assessed using a 5-point Likert-type response scale (strongly disagree to strongly agree), which were averaged across subscales. No validated measure exists to assess public health literacy, so an instrument was developed based on one previous study 51 and a validated community connectedness 1390 American Journal of Health Promotion 32 (6) subscale. 52 Table 3 illustrates the number of items and Cronbach as (range ¼ 0.53-0.89).
Physical activity. One question asked participants to report the days per week they had been physically active (ie, "any kind of physical activity that increased your heart rate and made you breathe harder") for !60 minutes. 53 Demand, acceptability, implementation, practicality, and integration. Demand, acceptability, practicality, implementation, and integration were assessed quantitatively and qualitatively among both teachers and students. For teachers (n ¼ 2), surveys containing 10 statements with Likert-type responses and 5 open-ended questions specifically designed to assess feasibility were collected immediately after each of the 6 lessons (Table 4) . Teachers also participated in an exit interview. Student perceptions were assessed through 4 questions with Likert-type responses on a survey at the first follow-up period (time 2). Students were randomly selected for 2 follow-up focus groups (1 per grade). To assess implementation, field notes, attendance records, "drink diaries" return rates, correct teach back worksheet responses, and cost data were analyzed.
Analysis
Limited effectiveness. Data entry and analysis for quantitative data were conducted using SPSS software version 22 (IBM, Armonk, New York, USA). Data were checked for normality, and outliers on the primary variable (SSB ounces), defined as values > 3 standard deviations (SD) from the mean, were excluded. 54 Item imputation, using lastobservation carried forward, was used for values missing due to absenteeism or incomplete surveys. Approximately 1% of variables were imputed.
Repeated measures analyses of variance tested the hypotheses that students in Kids SIPsmartER would significantly reduce their SSB consumption over time and relative to students in comparison classrooms, from time 1 to time 2. Additionally, they tested the hypothesis that this difference would be maintained at time 3 (3-month follow-up). An effect size was calculated on the SSB outcome between time 1 and time 3 to inform power calculations for future studies. Changes in SSB consumption among students in Kids SIPsmartER during intervention period 2 (time 3 to time 4) were also assessed, but no statistical comparisons between groups were made since, as hypothesized, groups were not similar at time 3.
Additional feasibility measures. To determine teachers' perceived demand, acceptability, and practicality, survey averages were calculated across lessons. Open-ended responses were recorded and deductively coded to further describe feasibility measures. 55 Students' mean level of satisfaction and perceived demand from the post survey were also computed. To assess implementation, attendance, drink diary return rates, and percentage of correct responses on teach-back worksheets were tabulated, and cost data for materials and time spent on delivery were compiled.
Feasibility constructs were also assessed via teacher interview and student focus group recordings, which were transcribed verbatim. Transcripts were independently analyzed by 2 researchers who met to compare coding and generate a list of themes based on the feasibility constructs. 28, 55 Field notes were reviewed and evaluated for similar themes. All feasibility outcomes reflect the first intervention period. Does not include 4 students with missing data from BEV-Q (intervention n ¼ 1; comparison n ¼ 3).
c Some students who were present for survey collection were not present for height and weight data collection, so for height and weight, intervention n ¼ 38; comparison n ¼ 25). f Significant within-group changes, P < .05. g Significant within-group changes, P < .01.
h Significant within-group changes, P < .001. 
Results
Demographics
Limited Effectiveness
Intervention period 1. At both follow-up time points (time 2 and time 3), significant within-group (P < .01) and between-group (P < .01) effects were observed for media literacy. Within-and between-group effects for public health literacy were significant at time 3 (P < .01; P ¼ .014, respectively). At time 2, between-group effects were significant for implementation intentions (P ¼ .03) and approached significance for perceived behavioral control, subjective norms, and behavioral intentions (P ¼ .10-.14). There were no significant differences in attitudes or days meeting physical activity recommendations at either follow-up. (Figure 1 ; data not shown), students receiving Kids SIPsmartER (n ¼ 25) reduced their consumption by À9.6 ounces, which approached statistical significance (P ¼ .07). Significant increases (P < .05) in media literacy, public health literacy, attitudes, subjective norms, and behavioral intentions were observed. Tables 4 and 5 detail feasibility results from teachers and students. Of the 12 surveys, 8 (67%; 1 per teacher per lesson) were collected, and 1 follow-up interview was conducted with both teachers. According to survey results (Table 4) , across lessons, teachers moderately or strongly agreed with all questions (4.3-5.0 on a 5-point scale), indicating that they found the content both appropriate and important and that their students liked and learned from the lessons. In their interview (Table 5) , the teachers similarly indicated their satisfaction, as well as their students', with Kids SIPsmartER. Both teachers rated the importance of reducing sugary drinks in their school/community as a 5 (of 5) and cited high obesity rates at younger ages as the primary reason. They indicated no other program was addressing these concerns and suggested it be incorporated into the science curriculum. The primary barriers to acceptability identified by the teachers included lack of parental reinforcement at home and strong familial influence and habit formation limiting behavior change among young teens. The teachers suggested tailoring the program for younger grades (fourth or fifth) or conducting a multiyear program to increase parent engagement and reach kids before "habits are engrained." Despite recognizing the need to involve parents, the teachers felt that less than half of their students' parents would attend an in-person program. Teachers felt that the program was practical within existing resources and that, with adequate training, they could teach it without assistance.
Intervention period 2. During the second intervention period
Demand, Acceptability, and Practicality
Survey results for students receiving Kids SIPsmartER in the first period and present at time 2 (n ¼ 42) revealed that the What are some things that might make it hard to keep teaching Sip Smarter at your school? Satisfaction "They didn't make it boring, they made it fun by using cool stuff."
"It kind of changed my mind about pop." "Sip Smarter is really fun, it taught us tons of stuff about pop that we probably didn't know before and taught us not to drink a lot."
Perceived demand "We're young right now. It's helping us a lot where we . . . like if we get older, we won't drink a lot of pop because we learned the consequences before we got old."
(continued) "If you talk about it when they're young, they might change their life when they get older."
"It should be spread out to more schools where the other schools can learn how bad it will be for them before they end up doing like some people already have."
Challenges "I doubt [parents] would show up. They wouldn't listen; we'll listen better than grownups."
I'd say probably go down to 5th, but some littler kids may not understand . . . they really won't pay as much attention to it, they won't be tempted to go back and tell their family."
Practicality
Extent to which new program can be conducted within existing resources and circumstances without outside intervention Teacher interview How would you feel about teaching Healthy Hurley in your own classrooms? What other tools/strategies would you use if you taught this lesson?
Positive/negative effects on participants "It's been a week since ya'll have been here and even today I heard kids say some stuff about sugary drinks so I mean the message has at least stuck with them to this point, and hopefully it will continue to stick with them."
Ability to carry out program "It wasn't a problem to give up science time, in 7th you're only [standardized] testing in reading and math." "Tools and strategies were great . . . majority liked the program and thought the content was important for them and for other students (Table 4) . Twelve students participated in 2 focus groups (Table 5) , which revealed aspects of the program that they found fun (ie, "made our own commercial"), helpful ("drink diaries"), surprising ("how much sugar is actually in them"), and inspiring ("I helped my brother stop drinking pop"). Student focus group participants agreed with the teachers that SSBs were a problem in their community and that this program was unique and necessary, particularly for schools across their county. Students did not report any dislikes but preferred the games and hands-on activities to writing activities. Regarding feasibility, similar challenges to those described by teachers emerged from the student focus groups. Many felt that the program should be expanded to younger students to prevent habit formation; however, others felt that younger students might not understand, pay attention, or share what they learned with their families. The students similarly perceived that many parents would not be interested in or show up for a program about SSBs.
Implementation
Teachers felt that the lessons required the same resources they typically use in their classroom. Interview results reiterated these findings (Table 5 ). In the first intervention period, 17 of 18 possible lessons (6 lessons per classroom) were delivered. One lesson was disrupted by a school-wide assembly. Factors influencing consistent implementation included varying classroom layouts, class sizes, class duration (the last class of the day was 5-7 minutes shorter), and broken equipment. In all of the fully delivered lessons (n ¼ 17), the teach-back activity and didactic portions were fully completed; however, the application activity was not always fully completed due to time constraints. Student attendance in the 3 classes across the 6 lessons was 93%. All students attended at least half of the lessons. Students' return rates for the drink diaries steadily declined from week 2 to week 6-in week 2, the average return rate was 78%, and by week 6 the return rate was 12%. Students, in groups, answered between 63% and 83% of teach-back questions correctly during lessons 2 to 5. For lesson 6, individual students answered correctly 72% of the time. Of the 6, 5 (83.3%) possible parent calls were delivered. The first call was missed due to a delay in setting up the call system. Materials costs for color printing, prizes, and t-shirts for Kids SIPsmartER was about $8 per student. Staff time required for lesson preparation and delivery was about 5 h/wk.
Integration
Teachers felt that the primary potential barrier to future integration was a lack of buy-in from other teachers and competing priorities for class time (ie, standardized testing). They suggested providing face-to-face training, keeping the program in classroom subjects where its components align with state standards of learning (ie, life science) and maintaining a once weekly schedule for 6 to 8 weeks to avoid disrupting test preparations.
Discussion
This study established the feasibility of implementing Kids SIPsmartER in middle schools in a rural, medically underserved region. Demand, acceptability, implementation, practicality, and limited effectiveness were established, and barriers for integration and suggestions for adaptation were detailed. Importantly, this study provides effect size information and feasibility data needed to inform a larger scale study in a region known to consume excessive SSBs.
Limited Effectiveness
Despite statistics indicating that rural Americans, particularly Appalachians, consume excessive SSBs and suffer disproportionately from associated diseases, this study is one of only a few SSB studies that have focused on rural adolescents and only the second to focus on Appalachia. [56] [57] [58] Smith and colleagues' pilot study demonstrated that a brief, peer-delivered intervention developed using community-based research methods led to a significant decrease in *150 kcal of SSB/d among students at 2 Appalachian high schools. 58 This reduction is nearly identical to the 144-kcal decrease shown in our study, suggesting that the use of community-based research approaches is promising in this region. Our study expands on the Smith study and reports feasibility indicators needed to inform practical translation across Appalachia. 25, 28 Kids SIPsmartER showed limited effectiveness to reduce SSB consumption among intervention period 1 participants immediately following the intervention and at 3-month follow-up, with a moderate effect size (Cohen d ¼ 0.48). The lack of significant between-group effects was due, in part, to a linear, nonsignificant, decrease in the comparison group of about 5 SSB ounces/d. There were no baseline differences, and we are not aware of any environmental changes that would have changed SSB consumption. Comparison students may have been influenced to change their behavior simply by filling out the beverage questionnaire; however, group interaction bias is more likely. While the classes traveled as a cohort throughout their academic classes, cohorts may have interacted and exchanged information during lunchtime, recess, other shared periods, or outside school time. Future full-scale studies should select study designs that minimize interaction bias, such as randomization at the school level. A delayed contact design, which allows all students opportunity to benefit, may be ideal.
Despite these biases, the significant and sustained decrease in *12 oz of SSBs/d among Kids SIPsmartER students is promising. The importance is highlighted by a recent metaanalysis, which found a 0.07 BMI increase for every additional 12 ounces of SSB consumed. 6 This study also contributes to the literature showing the importance of media literacy education to improve health behaviors among adolescents.
41,59-61 To our knowledge, this is the 1396 American Journal of Health Promotion 32 (6) first adolescent SSB study to incorporate and report on changes in media literacy. 25 Young adolescents are highly engaged with media, both as frequent users and as targets of pervasive industry marketing efforts. 62 Thus, bolstering media literacy is crucial to reducing the influence of marketing on purchasing and consumption. This is also the first known study to target and assess public health literacy in middle school students. Our study expands on the only other known study to incorporate public health literacy. This study, by Rogers et al, developed a social marketing and advocacy campaign for urban Hispanic and Latino high school students. 51 The campaign resulted in a greater understanding of and actions against the social factors that influence diabetes disparities among Hispanic and Latino teens. 51 Our study incorporated similar public health literacy concepts into a theory-based behavioral intervention and targeted a younger disparate population. The improvements in public health literacy based on survey and focus group findings indicate that middle school students can grasp social contributors to SSB consumption, acknowledge the importance of reducing SSBs on a community level, and feel empowered to play a role in this reduction. Students were inspired to talk to their families about the harms of SSBs and work toward eliminating them at home. One teacher described a student's efforts at home:
There's a kid who comes from a very rough background . . . and she stepped up and was like ' . . . I've stopped drinking pop in my house, I'm trying to get my brothers and sisters to step back from it, too.' If you know the family background, that's a huge deal . . . for her to say that in front of the class, it's a big deal.
Studies are needed to develop and validate robust instruments to assess public health literacy as well as expand application of the framework to include school-and community-level action.
Related to TPB variables, only implementation intention showed a significant between-group difference, which resulted from a decrease in the comparison group. Given Kids SIPsmartER's strong theoretical basis and formative testing, the lack of improvement in TPB variables was unexpected. One hypothesis is that the intervention was too brief (5 hours over 6 weeks); 63 however, 3 TPB-based dietary interventions in adolescents were of similar duration and resulted in significant changes in behavioral or implementation intentions with associated behavior change. [64] [65] [66] [67] In our study, all students participated as part of their regular science class and were not self-selected; thus, not all chose to set goals, monitor their SSB intake, or participate in other TPB-based strategies. A post hoc exploratory analysis for the first intervention cohort showed moderate and statistically significant correlations between 4 TPB variables and SSB change scores (ie, implementation intentions: r ¼ À0.30, behavioral intentions: r ¼ À0.35, perceived behavioral control: r ¼ À0.31, and subjective norms: r ¼ À0. 40) , indicating that students with greater improvements in these variables had more reduction in SSB consumption. This finding supports Ajzen's TPB foundational research and aligns with previous literature. 35, 36, [64] [65] [66] [67] Although there were significant SSB decreases, results may have been augmented by more change in TPB variables, particularly attitudes and behavioral intentions, which have a strong relationship with SSB behaviors in adults and children. 48 While our study was designed to ensure inclusion of all students, future classroombased studies should track students' degree of participation, and be adequately powered to explore this link.
Additional Feasibility Measures
Feasibility outcomes demonstrate that Kids SIPsmartER is acceptable, in-demand, and practical to deliver in a rural Appalachian school. Teachers felt that the program could easily fit within the science curriculum and that teachers with a foundational science background could teach it with a brief training. Future studies should evaluate the extent to which the curriculum could fit into other participants, such as health education, and whether nonscience teachers could deliver the program. Home culture and lack of parental involvement were the primary perceived barriers to future studies and/or integration. School culture and environment were not perceived to be barriers, except potential time constraints caused by standardized testing requirements.
Although the high participation rates demonstrate acceptable recruitment strategies, teachers mentioned that future programs may not be as successful if they do not offer a parent incentive. The primary acceptability barrier was a lack of substantial parent component. This is consistent with other school-based obesity interventions, including SSB-specific interventions, which recommend targeting parents and the home environment. [68] [69] [70] Teachers and students were further concerned that parents in their region, particularly parents of middle schoolers, would not participate in such an intervention. This is justified by other obesity prevention studies in Appalachia, which have struggled with parent buy-in. 71, 72 Teachers suggested implementing the program in lower grades or conducting a multiyear program to increase parent involvement; however, this would require substantial curricular changes and additional formative testing, and may not be generalizable to schools that are not combined elementary/middle schools. Alternatively, expanding the parent call component and/or the curriculum's emphasis on role modeling could be methods to better reach parents.
Limitations
Similar to most feasibility studies, this study was limited by a small sample size and lack of a true control group; however, the matched-contact crossover design allowed all students in this rural, underserved school to participate. The SSB intake was self-reported, which may introduce bias; however, the SSB measure has been previously validated in youth and is practical for a school-based setting. 48, 49 Additionally, differences at time 3 prohibited statistical comparisons between the 2 intervention periods; however, similar decreases were shown among students receiving Kids SIPsmartER in the second period 2. Also, the extent to which parents received, listened to, and spoke with their children about the content of the calls was not assessed. Finally, results may lack generalizability, although the school selected for this intervention is representative of the region.
The strengths of this study include the mixed-methods evaluation design that allowed for better description of feasibility indicators and the matched-contact randomized design, which is novel for feasibility studies. Also, this study reported 3-month follow-up data to assess maintenance of behavior changes. Program strengths include the use of few resources, low time intensity, and opportunities to embed the program within standards of learning requirements.
Future studies should prioritize school and community buyin prior to implementation. Furthermore, they should avoid interaction biases, be adequately powered to assess intervention effects on SSB consumption and psychosocial constructs, better address "home culture," and incorporate methods to test teachers' capacity to implement the intervention. A dissemination and implementation study with a dual focus of training and monitoring the ability of teachers to deliver and sustain the curriculum as well as evaluation of program effectiveness among students, is recommended. [73] [74] Finally, future efforts should target environmental-and policy-level strategies, as multilevel interventions hold the best promise for improving SSB consumption and related childhood obesity outcomes.
